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The Parent-Adolescent Relationship Education Program: a curriculum for prevention of STDs and pregnancy
in middle school youth

Regina P. Lederman

Earlier initiation of sexual intercourse among youth is a national trend influencing the frequency of sexual activity, the number
of sexual partners, the advent of teen pregnancy at increasingly younger ages, and increase in the frequency of sexually
transmitted diseases (STDs) in vouth. A Youth Risk Behavior Survey, conducted by the National Center for Chronic Disease
Prevention and Health Promation for 1990, 1991, and 1993, reported that approximately 54% of high school students have had
sexual intercourse—-18% with four or more partners, (1) These and other results (2,3) indicate that the proportion of
adolescents in the United States who reported being sexually experienced increased substantially during the 1980s and 1990s.
A central issue in recent years is the number of unmarried teenagers giving birth, which more than tripled in the 15- to 17-year-
old group between 1950 and 1996; the percentage of unmarried teenage mothers aged 15-17 years in 1996 was 71%, nearly 8
times the 9% in 1950. (4)

The incidence of sexual intercourse shows considerable variation with gender, race, and geographical location. Results of the
Youth Risk Behavior Survey of high school students for 1990 show that boys are more likely than girls to be sexually active--
60.8% of boys compared to 48% of girls. In recent vears, there has been a decline in the birth rate for African American
teenagers; nevertheless, the birth rates for African American and Hispanic teenagers remain higher than those for other
population groups. (4) The south and southwestern U. 5. regions have higher pregnancy and fertility rates for 10- to 14-year-
olds and 15- to 19-year-olds than the rest of the nation. For example, Texas (with birth rates of 75.8 births/1,000 girls aged 15-
19 vears in 1995, 79.1 for girls aged 15-19 in 1992, and 1.8 for girls aged 10-14 in 1992) has one of the highest pregnancy,
fertility, and birth rates for all teenage youth, and the third highest number of teen births in the United States. (3,5-8)

Consequences of early sexual activity among adolescents include elevated teenage pregnancy rates and growing rates of STDs,
including human immunodeficiency virus (HIV) infection. Adolescents have the highest age-specific risk for many STDs (g)
and the highest age-specific proportion of unintended pregnancy in the United States. (10) Researchers cite poor contraceptive
use as a primary reason for high pregnancy rates in the United States. (11,12) Failure to use contraception is particularly high
among adolescents. The Youth Risk Behavior Survey in the United States for 1993 (13) showed that only 52.8% of teens used a
condom during their last intercourse. Approximately 4 in 10 girls become pregnant at least once before age 20. (14) Between
1960 and 1991, the US fertility rate for girls aged 10-14 vears rose from 0.8 to 1.4; for the southeastern United States, a rate as
high as 5.7 was reported in 1992. (13) Many of the risk indicators for teen pregnancy are also risk factors for repeat pregnancy.
{15) Younger teens also are more likely to have a shorter interval between first and second births than older teens. {16) Failure
to use birth-control methods, such as condoms, places adolescents at increased risk of exposure to STDs. The risk is still
greater for adolescents who are younger at first intercourse and acquire multiple partners more quickly. (17) Teens are at high
behavioral risk for acquiring most STDs. Chlamydia and gonorrhea are the most common curable STDs among teens.
Researchers report it is common to see more than 5% of young men and 5-10% of young women infected with chlamydia. (18)
Among women younger than age 25, studies have found that 28-46% are infected with human papilloma virus. (19)
Furthermore, herpes infection increased among teens through the early 1990s. (19) Of the more than 350,000 16- to 21-year-
olds tested, more than 2:1,000 were HIV-infected, with rates among young African American women exceeding 5:1,000. As
reported in the Journal of Acquired Immune Deficiency Syndrome and Human Retrovirology, (20) African American women
had the highest HIV infection rate of any group. HIV prevention efforts have contributed to a significant slowing in the spread
of the HIV epidemic, yet many young men and women continue to be infected with HIV. (21) Teens who contract STDs and do
not seek treatment face additional risks. Long-term sequelae associated with untreated sexually transmitted infections include
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infertility, tubal pregnancy, fetal and infant loss, chronic pelvic pain, and cervical cancer. (22) Furthermore, infection with 1
STD increases the probability of contracting and being diagnosed with another STD. (23) Both ulcerative and nonulcerative
STDs increase HIV infection risks as much as three- to fivefold. (24)

FAMILY STRUCTURE, INVOLVEMENT, COMMUNICATION, AND VALUES

Family involvement, family structure, parental values, parental monitoring, and parent--child communication are important
factors influencing critical life choices and are a crucial part of teen pregnancy prevention. The closeness of family ties,
parental preteen support, and especially mother—daughter relationships is associated with teens not having sex (25,26-28) or
delaying the onset of sexual intercourse, (29,30-35) a lower frequency of intercourse, (36,37))more consistent use of
contraception by sexually active teens, (37) and a reduced risk of teen pregnancy. (38) Conversely, low parental support and
involvement has been related to sexually permissive attitudes of teens and an association with sexually active friends. (39)
Parental monitoring is related to less frequent sexual intercourse, (36) lower sexual risk-taking, (40) and delayed first
intercourse. (29,35) Discussion of HIV and AIDS between parents and children was also related to a decreased likelihood of
teens having multiple partners and unprotected intercourse. (41) Notably, Picks and Palos (42) found that frequent mother--
laughter discussions about sex was associated with a lower probability of daughters having sex and getting pregnant and a
higher likelihood of using contraception. Furthermore, parents who participate in programs to improve communication do
inerease communication with their adolescents and report more comfort in doing so. (43)

CHARACTERISTICS OF EFFECTIVE AND INEFFECTIVE PREVENTION PROGRAMS

Reviews of abstinence-only programs have not found consistent and significant effects on delaying the initiation of intercourse.
(44) Similarly, sex education programs that did not specifically target resistance skills to reduce risk behavior also did not
demonstrate significant differences in sexual activities or the use of contraception. (45,46) Effective programs should provide
basic, accurate information about the risks of participating in, and the methods of avoiding, unprotected intercourse, and
should promote abstinence and inform teens about contraception. Given that fostering teen-parent communication has been
significantly associated with a teen's decision to delay intercourse (30) and to use contraception, (47) a program that integrates
abstinence and contraception through parent-teen communication should expect to have greater combined results.

Programs effective in reducing unsafe sexual practices had several important characteristics. (43,48,49) They targeted specific
goals that focused on reducing one or more sexual behaviors that led to unintended pregnancy or STD infection, such as
delaying the initiation of intercourse or using adequate protection. Successful programs also focus on recognizing social
influences, changing group and individual norms, and building social skills through role playing and interviewing practice.
They provided a process for implementing actions, not just new knowledge. Useful programs also included behavior goals,
teaching methods, and materials that were tailored to the age, gender, sexual experience, and culture of the student
population. For example, delaying intercourse was emphasized with a middle school population, whereas concepts of
abstinence in an older adolescent group were deemed less appropriate. Culturally sensitive programs had speakers or teachers
from the same race, culture, and sociceconomic background that delivered culturally relevant messages (50) and included
culturally relevant concepts in class content. (51)

Effective programs also continually reinforced prevention-oriented content and behaviors. They provided basic, aceurate
information about the risks and methods of avoiding unprotected intercourse. They included activities addressing social
pressures on sexual behaviors and providing modeling and practice in communication, negotiation, and refusal skills. Effective
programs selected teachers or peers who believed in the program they were implementing and then provided training for
them.

Many of the characteristics of successful programs are seen in the Elements of Promising Programs, (52) which states that
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programs should have a clearly defined target population and be culturally relevant, using input from the community to
achieve this goal. They should have a foundation in cognitive theory, provide specific skills training, and use active rather than
passive participant learning.

The timing of implementing preventive sex education programs may be pertinent. For example, it may be important to
consider seasonal variation in teen conceptions. The peak months of conception for those aged younger than 18 years are May,
June, and December, which coincide with breaks from school and other organized teen activities. (53) Potential benefits could
accrue by increasing prevention efforts before high-risk periods.

Few programs are designed specifically for middle or elementary school students; the vast majority of programs address high
school students. In 1 study, (54) low-income African American students in eighth grade participated in a program entitled,
"Postponing Sexual Involvement,” based on social learning theory, to help youth understand social and peer pressure and
develop resistance skills. The course, taught by eleventh and twelfth grade students, included a human sexuality component
covering decision-making and contraceptive use. This program showed significant results in delaying the initiation of
intercourse in students tested in the eighth and ninth grade, but not in twelfth grade. The frequency of intercourse was reduced
in ninth grade students who were sexually inexperienced at pretest, but not among those who were sexually experienced.
Likewise, contraceptive use was increased only in ninth grade students who were sexually inexperienced at pretest. The results
indicated greater program effectiveness for younger, less experienced adolescents. This study by Howard and McCabe (54) and
other studies (46) demonstrate factors important for inclusion in curriculum design. Once patterns of sexual initiation are
established, they are difficult to change. It is very important to reach youth before sex is initiated to introduce concepts of safe
sex and a rationale for delaying sexual initiation to prevent HIV/AIDS and pregnancy.

Few studies have incorporated a parent--child component and tested the short and long-term effectiveness of a joint parent--
child component for the prevention of teen pregnancy and STDs, although this approach is now recommended by national
review panels and other research and interest groups. (55,56) Interventions in the past often have been implemented with
parents or youth separately. Researchers suggest that parents need to be involved to a greater extent in the sex education of
adolescents, and that there needs to be some emphasis on parental efficacy as well. Hogan and Kitagawa (1985) showed that
parental control of dating (supervision and control over hours, locations, and partners) was a strong inhibitor of adolescent
sexual activity and pregnancy. Important factors in delaying teen sexual behavior include consistency between teen and parent
values and the closeness of family ties. (30,32,34,57) Parents also need effective communication skills to talk with and listen to
their teens. In particular, they need skills regarding setting limits and dating rules. (58) As noted, the fostering of teen-parent
communication, particularly between mother and daughter, has been significantly associated with a teen's decision to delay
intercourse (30) or to use contraception. (47) Involving parents reduces their opposition to sex education and enhances their
support. Brown, Downs, Peterson, and Simpson (59) taught sexuality courses using community sponsorship and support and
have consistently and effectively recruited and maintained parental involvement from course beginning to end. Wilson,
Kastrinakis, D'Angelo, and Getson (60) reported that communication with parents and parental suggestion to use condoms has
been effective in increasing condom use in Black boys aged 11-19 years whose average age of first intercourse was 12.4 years. In
a study using focus groups with high-risk adolescents, teens from several different ethnic groups all cited that their life
priorities were "being loved” and "having a family." (61) The vouth stated they wanted to talk with someone they could trust
and who knew what they were going through, suggesting that parental involvement, particularly with very voung teens, could
have salutary effects on adolescent choices, including those about sexual behavior. Research suggests a more pivotal role for
parents in the prevention of teen pregnancy than has yet occurred. (62)

CONSTRUCTION OF A MIDDLE SCHOOL PARE PROGRAM FOR PARENTS AND TEENS

The Parent--Adolescent Relationship Education (PARE) curriculum was developed to target youth aged 12-14 years, and
encourage the involvement of parents in the education of their children. The curriculum is based on findings that teens,



Behavioral Medicine: The Parent-Adolescent Relationship Education Program: a curricul... Page 4 of 13

particularly early teens, need parental support and communication to develop healthy psychosocial and sexual behaviors and
to counteract powerful pressures for unsafe behaviors. Parental behaviors, particularly attitudes and statements of approval
and disapproval of preteen behaviors, determine to a great extent the attitudes held by preteens enteri ng adolescence. It is
expected that parental influence is greater in the preteen school years than in the high school years, when the peer group
assumes more influence.

Literature reports further indicate that adequate family communication may delay the onset of adolescent sexual activity,
cigarette smoking, and alcohol and marijuana use. (26,63-65) Although there are many school-based sex education and STD
prevention curricula, those that offer both knowledge and skill training to adolescents and their families are extremely rare.
(65-67)

The PARE curriculum was developed after a review of the literature and several course manuals on sexuality and sex education
programs. We selected course materials from experimental research courses that obtained significant results in delaying sexual
initiation and increasing safe-sex practices. The curriculum manuals that we consulted most frequently were: (1) Postponing
Sexual Involvement: An Educational Series for Young Teens by Howard and Mitchell, (68) (2) Reducing the Risk: Building
Skills to Prevent Pregnancy, STD, and HIV, third edition, by Barth, (69) and (3) Parent-Child Sex Education: A Training
Module by Brown, Downs, Peterson, and Simpson. (59) These course materials are based on social learning theory. The first
two have emanated from rigorous research projects that have obtained significant results in changing patterns of student
sexual decision-making and behavior outcomes. The third identifies consistently successful parental recruitment protocols
using established community institutions.

DESIGN
Participants

The project targets 12- to 14-year-old school youth in grades 6, 7, and 8 and their parents for participation in a preteen
pregnancy and STD prevention project. Middle school youth were selected because they have almost reached sexual maturity,
they are at an age when many initiate sexual activities, and because sexual initiation is occurring at increasingly younger ages,
especially among urban minority youth,

School teachers and administrators reported that sixth grade students attempt to acclimate rapidly into the middle school
culture and try to fit in and be aceepted. One way of doing this is by having sex. The onset of sexual activity is between 25% and
65% for students aged 12-14 years; higher rates are more likely to occur in racially integrated schools. (70) Furthermore, two
educators participating in our research project in construction of the curriculum and who had previously taught sexuality
classes observed, as have others, (33) that 12- and 13-year-old youth commonly engage in sexual or presexual behaviors that
are antecedents to the initiation of sexual intercourse.

The participants in the project are 150 parent--child dyads recruited from 5 middle schools in 2 different school districts in
southeast Texas. Parents and students in each school participate in one of 2 randomly assigned conditions: (1) an experimental
treatment group (n = 75), or (2) an attention-control group (n = 75). The treatment group receives the social learning teaching
approach desecribed below, whereas the attention-control group receives similar factual content taught in a traditional didactic
approach and without social learning exercises. Both groups meet the same number of sessions and hours. The experimental
and control groups meet on different days to control for validity contamination.

Before initiating the program protocol, we sought active consent from all participating parents and students by sending letters
to parents via the students and through the mail informing them of the course and providing details regarding their
participation. The school prineipals endorsed the program and signed the letters, which were written in both English and
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Spanish. We held classes after regular school hours in the respective schools.

We used incentives in each class to encourage parental and student attendance at classes, including meals and raffles of
random awards and prizes in each class session. The last class (fourth session) in each school included a prize of higher than
usual value; we informed parents of this at the start of classes. We used motivational methods, including reminder letters,
telephone calls, and incentives to minimize attrition,

The Experimental Curriculum

The PARE curriculum includes social learning and cognitive-behavioral theoretical approaches in the education of parents and
teens. The social learning model (71) includes teacher and peer modeling of desirable behaviors and the practice of these
behaviors through role playing. The model also includes elements of self-efficacy, (72) an individual's belief that if certain
methods are employed, they will be successful (ie, preventing pregnancy or the contraction of STDs), that benefits can accrue
to the individual, and that the individual is capable of accomplishing the necessary behaviors to attain the goal. Cognitive
behavioral models (73) further posit that specific cognitive and behavioral skills are needed to resist pressures for sexual
activity. The PARE curriculum includes activities to personalize information about sexuality and reproduction, and provides
training in problem-solving, decision-making, and assertive communication skills. Practice opportunities are provided for
applying these skills in difficult situations. Class sessions for parents and youth include content on adolescent develo pment,
reproductive changes during puberty, peer and media pressures, the consequences and responsibilities of sexual behavior,
resistance training, role-playing, communication with peers and parents, practice exercises, and behavioral reinforcement, all
important components of behavior change. In addition, abstinence, and methods to prevent pregnancy and STDs also were
discussed. The course targets youth at a period when the greatest increase in initiation of sexual behavior oceurs and focuses
on strengthening family communication overall, particularly on teen sexuality.

The PARE program is a 4-week course that meets once each week. During the first half of each class session, parents and youth
attend a 11/2-hour class separately; during the last half of each session, parents and youth attend a 1 1/2 hour class together.
Each session includes a brief review of the prior session and builds upon that content to enhance communication. The second
half of each session consists of a combined parent--adolescent education unit. During these classes, parents and teens have the
opportunity to process together what they have learned independently and to practice their new skills. Role-playing
opportunities are included in every joint parent--child experimental class session.

In Session [ of both the parent and adolescent education units, we taught parents and children separately in classes that
focused on puberty and barriers to parent--child communication. We discussed the physical, emotional, and relationship
changes of puberty. Adolescents learned what to look for in a good relationship with parents. We also taught them the barriers
to effective communication with parents and how to circumvent them. In a similar fashion, we taught parents how to avoid
obstacles to communication with children. Parents learned about what to expect from young people during adolescence, how
to be a parent during this time, and about different parenting styles. Also in the first session, adolescents and parents learned
how to identify and avoid risky situations, such as those involving drugs and sex. Adolescents learned that an important
component of good communication is how to say "no” to friends and how to effectively deal with peer pressure.

After a review of Session I, the Session II class concentrated on effective communication. Parents and adolescents
independently became familiar with how to open the lines of communication, the tools needed for good communication, and
what to expect from each other. They also familiarized themselves with the responsibilities of sexual behavior, such as
contraceptive use and honest communication with their partner, as well as with the consequences of sexual behavior, such as
unintended pregnancy and contracting STDs, such as HIV.

Session III provided students and parents with an overview of risky sexual behaviors and the situational or environmental
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conditions that predispose teens to risky behavior. We presented students with 2 risky scenarios of unsupervised coeds: 1 at
home after school and another at an unsupervised party where aleohol and condoms were available. We asked students to
identify the risky conditions and behaviors, as well as the possible outcomes. We then asked them to consider strategies to
better manage and avoid risky situations. Students also learned advance planning for the prevention of risky circumstances.

In Session IV, educators reinforced the ground rules for effective communication between parents and adolescents, and
reviewed the content and skills of the parent and adolescent education units of Session 111 that are prerequisite to the learning
and role-playing activities, and discussions of Session IV. We taught parents and students to identify situations that caused
them stress and ways to deal with them. Participants also learned how to overcome barriers and reach life goals. In the joint
parent-teen class in the second half of Session IV, educators assisted the parents and adolescents in sharing the emotional and
cognitive aspects of their experience and in defining future goals.

Following the initial PARE program of 4 weekly sessions, 3 maintenance or booster sessions were arranged for both study
groups—1 each semester for three consecutive semesters. Each booster session was again divided into 2 classes with the
parents and adolescents apart in the first half of the session and together in the second half. The purpose of the booster
sessions, particularly Session I, was to bring the parents and adolescents together and explore their successful and
unsuccessful experiences with their peer and familial relationships over the previous months. Booster sessions were designed
to re-examine previously learned material and to provide new information. During the booster sessions, we provided the
participants with a supportive environment to practice their skills. The latter 2 booster sessions focused on specific issues.
Booster Session II focused on personal values, beliefs, attitudes, and communication, whereas Booster Session 111 focused on
dating, including what it means to date, what can happen on a date, and how parents can help youth prepare for dating.

Four facilitators or teachers in the first year taught each of the initial 4 sessions: 1 teacher for the girls’ group, 1 for the boys'
group, 1 for an English-speaking parent group, and 1 bilingual teacher for a Spanish-speaking parent group. For the booster
classes, we combined boys' and girls' classes, which were led by 1 teacher. We used the same number of facilitators and classes
for both the experimental and control groups. Almost all facilitators were prepared at the master's degree level or beyond and
were practicing licensed marriage and family therapists, licensed professional counselors, psychiatric residents or fellows in
adolescent medicine, or health educators. Several of the facilitators held positions as HIV/AIDS and STD counselors. Largely,
we were able to match teachers and students by predominant race or ethnic group. Approximately 4 to 8 students or parents
participated in each of the sessions in the different schools; classes doubled in size for the combined parent-teen classes.

Measurement Instruments

We developed all of the instruments used in the project from existing instruments used in research projects by other
investigators. The design included the administration of 2 survey pretests, 4 to 6 months apart, before initiation of the
program. The purpose of the inclusion of 2 survey pretests was to adjust for threats to validity because of selection biases. (74)
With 2 periods of survey assessment before the intervention, we could also test for baseline levels of attitudes and note the
direction of change in attitudes and behaviors.

Survey. The middle school survey is adapted principally from the National Youth Survey developed by ETR Associates. (75)
The youth survey was designed to measure beliefs and practices about unsafe sexual behavior, STDs, and AIDS in sixth-,
seventh-, and eighth-grade youths. For our survey of middle school youth, we added items to explore the children's perceptions
of how their parents regarded them, specifically in areas of perceived opinions and/or expectations regarding school
performance, ability to succeed, and knowledge of the child's whereabouts, as well as parental disapproval of risky behaviors,
including substance abuse, sexual intercourse, and pregnancy. We also included items inquiring about the amount, ease, and
enjoyment of parent--teen communication in general, and specifically on the extent of discussions about abstinence, birth
control and pregnancy, and the prevention of STDs and pregnancy. Finally, we included items on the extent of parental
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involvement and closeness in the children’s lives. The survey can be completed in approximately 30-45 minutes. After
obtaining parent and student signed consent forms, we administered the survey to all consenting youth in the participating
middle schools and participants in the PARE program.

Questionnaires. We administered student and parent questionnaires before the beginning of the first class session, at the end
of the last (fourth) class session of the intervention program, and at the beginning and end of each of the three booster
sessions. The items in the questionnaires were selected from existing questionnaires used in health risk and prevention
research. We modified some of the items to make them appropriate for middle school youth. The categories of items selected
were those that would be covered in the sessions and that have been found in the literature to be correlates of early sexual
behavior and pregnancy.

Item content of the student questionnaires focused on the extent and comfort of student--parent discussions about AIDS,
condoms and contraception, aleohol and substance use, sex and safe sex, and STD and pregnancy prevention, and the extent of
discussion on these topics with friends. We also included items on the perceived importance of parents' feelings in the
student's choice of friends, alcohol and drug use, and having sex, and on whether there were parental rules about going on
dates or to parties, substance use, staying out late, choice of friends, places to visit after school, sex, and contraception. We also
assessed students' knowledge about AIDS, transmittal of STDs, and circumstances under which pregnancy can occur, along
with opinions about condom or foam use and the student’s chances of contracting AIDS or getting pregnant, and specific
circumstances that presented risk. We included items on students' decision-making methods and resistance and refusal skills
in risky circumstances. In addition, we included items addressing students’ perception of parental involvement in homework,
the teens’ school activities, and parental programs at school to determine the relationship of these factors with sex initiation,
contraceptive use, the use of refusal and resistance skills, other sex behaviors, pregnancy prevention, and risky behaviors.

The parent questionnaire contained items that were parallel in content to the topics and items on the student questionnaire.
For example, parent questionnaire items assessed the extent and comfort parents had in discussions; parental opinions of their
child's potential behaviors; opinions about the appropriateness of different STD and pregnancy prevention methods; views on
male and female responsibility for safe sex; knowledge about AIDS/STDs and risks of pregnancy; opinions about condom use;
and the extent of parental upset if their child used drugs or aleohol, had sex, or got pregnant.

Orientation of PARE Program Facilitators/Teachers

The first author (RPL) interviewed and hired all of the facilitators (teachers) for the PARE program. All 31 facilitators attended
orientation and training classes. An experienced educator who had previously trained facilitators on other NIH grant projects
conducted all orientation sessions. Two of the facilitators had a baccalaureate degree--1 was a grade school teacher, and the
other had a degree in psychology and worked for the Red Cross. The remaining 29 facilitators each held a master's degree,
were doctoral students, or held a doctoral degree in a social science discipline. Three facilitators were psychiatric physicians,
either residents or fellows. Orientation and training sessions provided a review of class content, opportunities to address and
discuss sexual issues and questions that could arise in classes, and directions and discussion about teaching approaches for the
experimental and control groups. In the vast majority of teaching assignments, the same facilitators taught each of the initial
series of intervention classes. Facilitators teaching in the experimental program group did not teach in the attention control
group classes, For the maintenance and booster class sessions offered at 6-month intervals, it was still possible to assign
facilitators to the experimental and attention control groups consistent with their original assignment in most instances, but
less often to the same groups of parent—student dyads. Detailed, written class guidelines on content to be covered and specific
teaching approaches for the experimental group classes and the separate attention control group classes were also given to
each of the facilitators and reviewed with them. Periodically, feedback was sought from facilitators on the adequacy of the
guidelines provided. Suggestions for modifications were incorporated into the subsequent written materials. Overall,
facilitators found the written materials satisfacmﬁf and easy to follow and implement.
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COMMENT

The research project on teen pregnancy and STD/HIV prevention and the PARE curriculum developed by project personnel is
novel in several respects. The project targeted middle school youth (vs high school yvouth), and parents and students together
in both separate and dyadic learning sessions. Comprehensive content is provided on risks and protective measures and on
both abstinence and safe sex. The program has a distinctive focus on family interaction and parent--teen communication skills,
as is emphasized by the National Campaign to Prevent Teen Pregnancy. (71) Afterschool and early evening classes are offered
for both parents and youth. In addition, maintenance or booster sessions at 6-month intervals are provided after the initial
intervention class series to review content and skills, reinforce prevention messages to reduce and manage risk, and foster
continued parent--teen communication and interaction. Of the 5 Centers for Disease Control approved programs for teen
pregnancy and HIV/AIDS prevention, only 1 is for middle schools, and none use a joint parent--teen educational format.
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